Objectives: This study examines patterns of endorsements of active suicide ideation (SI), passive SI (synonymous with death ideation), and psychological distress (i.e., depressive and anxious symptomatology) in a sample of vulnerable older adults. Methods: Data were collected via in-home interviews with aging services care management clients aged 60 years and older (n = 377). The Paykel scale for suicide measured the most severe level of suicidality over the past year, and the ninth item of the Patient Health Questionnaire (PHQ-9) measured current passive/active SI. The remaining items from the PHQ (i.e., PHQ-8) and the Goldberg Anxiety scale measured distress. Results: Latent class analysis revealed a four-class model: a group with mild distress and no active SI, a group with high distress and no ideation, a group with mild distress and both passive and active SI, and a group with high distress and both passive and active SI. Discussion: Results indicate that passive SI rarely presents in vulnerable older adults in the absence of significant risk factors for suicide (i.e., psychological distress or active SI). Thus, the desire for death and the belief that life is not worth living do not appear to be normative in late life.
(cf., Carstensen, Isaacowitz, & Charles, 1999) . However, this resolution of the paradox of emotional aging creates a new puzzle for those who study suicide in later life: given the maintenance and even increase in emotional well-being in later life, why do older adults, particularly white men, have the highest rates of suicide among any demographic group in the United States (and many other countries in the world) (Heron et al., 2009; World Health Organization, 2002) ?
One piece of the puzzle may lie with a more nuanced resolution of the paradox-namely that aging confers both strengths and vulnerabilities for emotional wellbeing (Charles, 2010; Mather, 2012) and that emotional well-being depends on whether those strengths are capitalized on or vulnerabilities are activated. Charles (2010) proposes that in most situations, older adults' strengths in emotion regulation will serve to preserve or enhance well-being. However, if stressors are chronic, are especially painful (e.g., loss of a sense of connectedness, impairing progressive disease), or otherwise induce high and sustained levels of emotional arousal, the reduced physiological flexibility associated with aging will negate aging-associated strengths. Negating aging-associated strengths may result in diminished emotional well-being, which could, although not explicit in the theory, elevate risk for suicide among older adults. Charles (2010) and Carstensen and colleagues (1999) both propose that the aging-associated strengths in emotion regulation are created by changes in time perspective-the knowledge that one is nearing the end of life. This knowledge then leads to prioritization of emotional wellbeing. This formulation runs counter to the perspective from a loss-deficit model of aging (for a review, see Knight, 1996) in which older adults are more likely to focus on death because death is salient for them and preferable to lives characterized by disability, loss, and pain. Research from life-span developmental theorists has documented (Charles & Carstensen, 2010 ) that the normative trajectory for older adults is to increase their focus on the most meaningful aspects of life-typically relationships-as they grow older, rather than to focus on losses or death. We sought to examine whether the presence of desire for death or the belief that life is not worth living was a normative presentation for older adults confronted with numerous aging-related stressors. To do so, this study examines patterns of endorsements of active suicide ideation (SI), passive SI, and psychological distress (i.e., depressive and anxious symptomatology) in a sample of vulnerable older adults. Passive SI, also described in the literature as death ideation, may range from the belief that life is not worth living to thoughts of, or desire for, death. It is not a well-characterized or understood construct with regard to suicide risk among older adults. Some data indicate that older adults who present with passive SI are similar in their clinical presentations to older adults who present with active SI (Szanto et al., 1996) , suggesting that both active and passive SI function as indicators of increased suicide risk in later life. Members of our research group conducted an initial exploration of the nature and associations of passive SI using a sample of 85-year-olds from Sweden (Van Orden, Simning, Conwell, Skoog, & Waern, 2013) . Specifically, we examined desire for death and the belief that life is not worth living (referred to here as passive SI). We reasoned that if passive SI is "normative" in older adults, as evidenced by it being less tightly linked to depression and suicide risk, we would detect a group of older adults who reported passive SI in the absence of depression (or significant anxiety) and in the absence of significant suicide risk. We did not find such a group. We did, however, find that a group we labeled "Low Distress/No Suicidal Ideation" was characterized by a low, but statistically significant, rate of endorsement of both the belief that life is not worth living (10%) and desire for death (5%) sometime during their lifetime (with no endorsements of lifetime active SI). In designing the current study, we hypothesized that this previous class (i.e., "Low Distress/No Suicidal Ideation") could actually be a heterogeneous mixture of two classes, the smaller of which might be characterized by high endorsements of agingrelated stressors, with associated passive SI in the absence of depressive and anxious psychopathology. We further reasoned that, given that the Swedish sample was a relatively small population-based sample, it may not have provided a valid test of this hypothesis as many participants were not necessarily exposed to chronic stressors.
Thus, in the current study, using a distressed older adult population, we set out to examine-using latent class analysis (LCA)-whether there is a group of older adults who report passive SI in the absence of significant psychological distress (i.e., depression and anxiety) and in the absence of active SI. Specifically, we examined this question in a sample of older adults who were particularly vulnerable to chronic stress due to a high level of social and functional impairment-community-dwelling older adults seeking support from an aging services organization. Past research has demonstrated that older adults accessing aging services have high levels of psychological distress (Richardson, He, Podgorski, Tu, & Conwell, 2010) , functional impairment and medical comorbidity (Richardson, Simning, He, & Conwell, 2011b) , and both active and passive SI (O'Riley et al., 2013) .
Methods

Participants
The data for the present study were part of a larger project examining mental health in older adults accessing aging services. Analyses based on data from this larger study have been previously published (O'Riley, et al., 2013; Richardson et al., 2010; Richardson et al., 2011a; Richardson et al., 2011b; Simning et al., 2010) ; however, the study reported here involves novel research questions and analyses. Study participants consisted of clients entering a Monroe County, NY aging service organization (Eldersource) who received an initial home assessment from social service care managers between September 2005 and August 2007. In Monroe County, older adults who contact Eldersource receive inhome consultations and assessments if they have physical impairments or transportation difficulties that make it difficult for them to travel to Eldersource for in-person services. For this study, participants were considered eligible if they were English-speaking and 60 years old or older. Eldersource care managers initially identified eligible participants and referred them to study staff. In total, 509 eligible participants were identified and, of these eligible participants, 377 (74.3%) were enrolled in the study. As described elsewhere (Richardson et al., 2011b) , study participants did not differ from the larger population of social services clients on age, race, gender, income, or marital status. The most common reasons for refusal to participate in the study were being too busy as well as being in poor cognitive or physical health. The majority of the sample is female (68.4%) and the mean age is 77 years (SD = 9.13, range: 60-102 years). Data on race are as follows: 84.4% white, 14.6% black or African American, and 1% Other. With regard to ethnicity, 1.6% of the sample identified as Hispanic or Latino.
Regarding social and functional stressors present in the sample, 71.6% reported a monthly household income of less than $2,000. The average number of impairments on instrumental activities of daily living (IADLs) was 2.70 (SD = 2.70) and on ADLs was 1.62 (SD = 1.86). The average number of medical comorbidities was 5.04 (SD = 2.44). For social support, approximately half (45.1%) reported that they lived alone. A substantial proportion (32.6%) reported typically not hearing from any friends each month; 23.9% also reported having no one to talk to about important decisions. Finally, a substantial proportion (27.2%) disagreed with the statement, "I get emotional help and support I need from my family."
Procedures
Care managers briefly introduced the study to their clients during their initial in-home care management assessments. Clients who verbally consented were referred to study personnel who conducted research interviews with written informed consent. The University of Rochester's Research Subjects Review Board approved the study. Primary care physicians were notified of research diagnoses of depression and/or the presence of SI.
Measures: Latent Class Indicators
Paykel Suicide Items (Paykel, Myers, Lindenthal, & Tanner, 1974) . The Paykel scale consists of five items that evaluate the presence of passive and active SI and behaviors over the past year. Endorsement of either of two items (dichotomous yes/no) was taken to indicate passive SI: (1) whether individuals felt life was not worth living or (2) wished they were dead. Two additional items measured presence of active SI over the past year: (3) had thoughts of taking their own life, or (4) had seriously considered taking their own life. The final item of the Paykel scale asked if the respondent had made a suicide attempt (both past year and lifetime suicide attempts were assessed). These items are used to assess past year worst point suicidality (i.e., most severe form of SI present over the past year) and presence of an attempt across the person's lifetime. Worst point SI is an important construct for suicide studies because worst point ideation has been shown to be a better predictor of eventual death by suicide than current levels of ideation (Joiner et al., 2003) .
Patient Health Questionnaire (PHQ-9) (Spitzer, Kroenke, & Williams, 1999) . The PHQ-9 is a nine-item scale that measures depressive symptoms in the 2 weeks prior to assessment and was used as a measure of depressive symptomatology; the final item of this nine-item scale measured current death/SI. Items are scored from 0 ("not at all") to 3 ("nearly everyday"), with total scores ranging from 0 to 27. A PHQ-9 score of 10 or more represents at least a moderate degree of depressive symptoms severity and has a sensitivity and specificity of 88% for detecting major depression (Kroenke, Spitzer, & Williams, 2001) . We examined the PHQ-9 item regarding thoughts of being better off dead and of hurting oneself as a separate latent class indicator of current passive and active SI. Thus, our analyses used summary scores from the first eight items (PHQ-8), with scores ranging from 0 to 24. We also used a structured follow-up protocol to the PHQ-9 when participants endorsed the item assessing SI; specifically, we asked whether the participant had thoughts of hurting him/herself in the previous 2 weeks to categorize the ideation as passive SI or active SI. Given that this follow-up is not a standardized component of the PHQ-9, we did not include variables from this follow-up in the LCA.
Goldberg Anxiety scale (GAS) (Goldberg, Bridges, Duncan-Jones, & Grayson, 1988 ). The GAS is a nine-item, yes/no instrument that measures anxiety in the 2 weeks prior to assessment. All participants answered the first four questions. If two or more of these were positively endorsed, the remaining five questions were asked with total scores ranging from 0 to 9. The GAS has adequate psychometric properties with a sensitivity of 82% and specificity of 91% for detecting generalized anxiety disorder when applying a threshold score of 6 (Goldberg et al., 1988) . For the latent class indicators we grouped participants into three symptom severity categories (0, no anxiety; 1-4, mild anxiety; 5-9, moderate to severe anxiety) given that this item was highly skewed in our sample; the distribution of scores suggested these cut points would best represent the variance in the measure.
Correlates of Class Membership
The total number of IADL impairments was an indicator of functioning, with the need for any type of assistance indicative of impairment (Lawton & Brody, 1969) . Social isolation was assessed with the Lubben Social Network scale (Lubben, 1988) , which is a 10-item scale that characterizes an individual's social support network; scores range from 0 to 50 and higher scores correspond to higher levels of social support. Mental disorders were diagnosed using the Structured Clinical Interview for DSM-IV (SCID-IV). Three masters-trained interviewers administered the SCID-IV after completing training to ensure interrater reliability of greater than 0.80 for mental illness diagnosis. Approximately a quarter of the sample (25.2%) met criteria for a current major depressive episode (MDE) and 39.3% met criteria for a past MDE.
Data Analysis
A LCA was conducted using the Mixture Modeling procedure in Mplus version 5.1. Recommended procedures of Muthén and Muthén (2006) were followed for conducting and interpreting data from the LCA. The following variables were entered as indicators of class membership: past year death and SI (binary indicators 1-4) and past year suicide attempts (indicator 5), and lifetime suicide attempts (indicator 6); recent death and suicidal ideation with the PHQ-9 death/SI item (categorical indicator 7, with four categories reflecting frequency); current depression severity with PHQ-8 scores as a continuous indicator (indicator 8); and current anxiety severity with GAS as a categorical indicator (indicator 9; with three categories representing severity). Indicators were not specified to correlate within class. Models were compared with regards to the Bayesian information criterion (BIC), entropy, and interpretability. All available data were used in estimation through direct maximum likelihood using the robust maximum likelihood estimator.
Results
Descriptive statistics appear below in Table 1 . Over a quarter of the sample (28.2%) endorsed passive SI in the past year (i.e., Paykel item 1, "felt life was not worth living" or Paykel item 2, "wished you were dead"). Most of these individuals endorsed both passive SI items (18.4%), but a minority endorsed only Paykel item 1 (8.5%) or Paykel item 2 (1.3%). Active SI involving thoughts of "taking your own life" was reported by 9.3% of the sample, whereas active ideation involving "reach[ing] the point where you seriously considered taking your life, or perhaps made plans" was reported by 3.4% of the sample. Previous suicide attempts (lifetime) were reported by 5.6% of the sample.
Determination of Number of Classes
Fit statistics and entropy values for three through six classes were compared (full results available on request). Results indicated that entropy was highest and BIC was lowest for a four-class model, thus a four-class model was retained.
Interpretation of Classes
The patterns of conditional probabilities for all indicators and classes were examined in order to interpret the classes and assign descriptive labels to the classes. These results are depicted in tabular form in Table 1 . Each participant was classified according to his/her most likely latent class membership allowing counts and proportions to be calculated for each latent class. To further characterize the classes, we also compared them on demographic, psychiatric, medical, and social variables that were not included as indicators of class membership (see Table 1 ). The conditional probabilities can be interpreted in following way: given assignment to the Mild Distress with No Active Ideation Class (for example), the probability of endorsing "thoughts that life is not worth living" is 6% and statistically significant (i.e., greater than zero; denoted by the probability being underlined in the table). Regarding covariates, classes differed significantly on the following variables (denoted by being underlined in the table): sex, age, social integration, number of outpatient visits, receiving current mental health treatment, current and past MDE, prescribed psychotropic medicines, and number of IADL impairments.
A class labeled Mild Distress with No Active Ideationcharacterized by mild psychological distress (as measured by depression and anxiety severity) and minimal passive or active SI endorsements-was the largest class 51.5% (n = 194) of the sample. Given assignment to this class, the probability of denying any passive and active SI over the past 2 weeks was 100% (i.e., PHQ-9 suicide item), and none of these individuals had active SI over the past year. However, 6% of this class endorsed feeling that life was not worth living in the past year. The average PHQ-8 score indicates mild depressive symptoms (4.27) and approximately 60% of class members endorsed mild anxiety. This class is consistent with the presence of a "mildly-distressed" class. Individuals assigned to this class are characterized by the lowest probabilities of current and past MDEs. Individuals in this class reported an average of 2.3 IADL impairments, and an average level of social integration.
A class labeled High Distress with No Ideation-characterized by minimal passive or active SI endorsements but elevated levels of distress (i.e., mean PHQ-8 score of 10.02 and 61.7% with a score of 6 or higher on the GAS)-was a smaller class, accounting for 28.1% (n = 106) of the sample. Its members were characterized by an elevated probability of current and past MDEs, but a high level of social integration and a moderate level of functional impairment (i.e., approximately 3 IADL impairments).
A class labeled Mild Distress with Suicide Ideation (i.e., presence of passive and active SI) accounted for 9.5% (n = 36) of the sample. This class was characterized by mild levels of depressive and anxious symptomatology, but also elevated probabilities of recent passive/active SI on the PHQ-9 (i.e., within the last 2 weeks) as well as significant probabilities of past year worst point active SI, including thoughts of taking one's life. Examining responses to the study's protocol for risk assessment indicated that 30.6% of class members endorsed active SI on the PHQ-9, whereas the remaining class members who endorsed the final item on the PHQ-9 endorsed passive SI. Members of this class were characterized by approximately 1 fewer IADL impairment compared with the High Distress with Suicide Ideation class that is described below, as well as a higher level of social integration (i.e., approximately 1 additional friend in the social network). These data indicate the presence of older adults with histories of recent death/SI and elevated probabilities of SI in the past year, but with mild levels of depression and anxiety. To examine the clinical relevance of the level of depression reported by these individuals, we conducted post-hoc analyses for members of this class. Specifically, we computed the total score on all nine items on the PHQ-9, and compared it to empirically derived cutoff scores indicating the presence/absence of clinically significant symptoms of depression (Zimmerman, Posternak, & Chelminski, 2004) . The mean PHQ-9 score was 7.14, below the standard clinical cutoff of 10, suggesting that this group of older adults presents with death/SI in the context of mild depressive symptoms. Most class members scored below a 10 on the PHQ-9 (i.e., 67%; the highest score was a 17). This class also had the oldest average age (i.e., mean age of 79.4 years). Finally, we examined the possibility that passive SI was a residual symptom from a recently partially resolved MDE for the individuals in this class. Inconsistent with this possibility are the following pieces of data: only 45.7% of these individuals met criteria for a past MDE compared with 76.3% of the High Distress with Suicide Ideation class; individuals in this class did not attend a greater number of psychiatric or medical appointments in the 3 months prior to the study (mean difference of 1.11 fewer visits, p > .05); and individuals were less Notes: a Given the distribution of endorsements on the Goldberg Anxiety scale (i.e., nonnormality) we created a categorical variable with three levels for the LCA to assist with model convergence and interpretability. SI = suicide ideation. SA = suicide attempt. Conditional probabilities that are statistically significant are underlined. Correlates that differed significantly between the classes are underlined. ADL = activities of daily living; IADL = instrumental activities of daily living; LCA = latent class analysis; PHQ = Patient Health Questionnaire.
likely to be prescribed psychiatric medications than those in the High Distress with Suicide Ideation class (38.9% vs. 68.3%, p < .05).
Finally, the smallest class was labeled High Distress with Suicide Ideation (i.e., presence of passive and active SI) and accounted for 10.9% (n = 41) of the sample. Given assignment to this class, 72.5% reported passive/active SI in the previous 2 weeks on the PHQ-9. In this class, probabilities of prior serious ideation/planning as well as past attempts were high, the mean depression score was high, and most members reported the highest level of anxiety. Therefore, this class was labeled High Distress with Suicide Ideation to reflect that these individuals had histories of active planning and/or suicidal behaviors. Members of this class characteristically had the highest levels of functional impairment and social isolation, as well as the highest probability of current and past MDEs. Examining responses to the study's protocol for risk assessment indicated that 58.5% of class members endorsed active SI on the PHQ-9, whereas the remaining class members who endorsed the final item on the PHQ-9 endorsed passive SI.
Discussion
We used LCA to examine the validity of what we propose to be an ageist assumption, that it is normative-and thus not associated with elevated suicide risk-for older adults to experience desire for death or the belief that life is not worth living (passive SI) when faced with chronic stressors. Our study measurements used in the LCA included both current (i.e., past 2 weeks) and "worst point" (i.e., past year) suicidal thinking. This is an important aspect of the study because suicide risk (and the frequency and severity of suicidal thoughts) is dynamic and fluctuates with time and social context. The item from the PHQ-9 on suicidal thinking in the past 2 weeks measures current SI. The items from the Paykel scale on suicidal thinking in the past year measures a form of "worst point" SI. Both constructs are highly relevant for suicide risk assessment: current ideation captures the severity of acute risk, whereas worst point captures more chronic and unchanging risk. Both current and "worst point" ideation have been found to be associated with suicide deaths. It is a strength that our study measured both constructs.
Our results are largely inconsistent with the hypothesis that passive SI reflects normative aging processes (e.g., coming to terms with death) among older adults seeking social services, for two reasons. First, a class with significant distress-as evidenced by average PHQ-8 and GAS scores above the clinical thresholds suggestive of Major Depressive Disorder and Generalized Anxiety Disorderdid not have statistically significantly elevated levels of past year or recent passive or active SI. Thus, a significant portion of highly distressed and functionally impaired older adults were not characterized by desire for death. Second, the groups characterized by high endorsements of passive SI (i.e., the two rightmost classes in Table 1 ) were also characterized by high endorsements of active SI, indicating that a desire for death and belief that life is not worth living were coupled with an indicator of suicide risk (i.e., worst point severity of SI). However, there were 12 individuals in the Mildly Distressed with No Active Ideation class (marked by mild depression and anxiety and no endorsements of active SI) who endorsed thoughts that life was not worth living in the past year, but denied any desire for death or active SI in the past year. It is possible that these individuals (who make up 3% of our sample, 12% of those with thoughts that life is not worth living) experienced passive SI (in the form of thoughts that life is not worth living) that is not associated with suicide risk. It may be that thoughts that life is not worth living and desire for death are not equivalently associated with suicide risk and should not be grouped together as passive SI. Thoughts that life is not worth living, may, in some older individuals, indicate dissatisfaction with life that is not associated with elevated suicide risk, as our mildly distressed class was characterized by significant endorsement of thoughts that life was not worth living in the absence of other indicators of suicide risk.
In sum, our results indicate that most older adults presenting to aging services with endorsements of the belief that life is not worth living and/or desire for death (i.e., passive SI) likely also endorse active SI. The small proportion who endorse passive SI in the absence of active SI are likely to be characterized by the thought that life is not worth living in the context of mild depressive symptoms. Thus, while our findings do not indicate that all of these individuals endorsing passive SI are at high risk for suicide deaths, it does imply, despite mild depressive and anxiety symptoms scores, that these older adults are experiencing dissatisfaction with life and are therefore vulnerable to development of suicidal states, which could be amenable to intervention. Our results challenge an assumption we believe is founded on ageist beliefs-that it makes sense (or is normative) for older adults to believe life is not worth living or to want to die when faced with aging-associated stressors (for a review of the loss-deficit model of aging, see Knight, 1996) .
Our previously reported LCA, conducted with a cohort of 85-year-old adults from Sweden , revealed five distinct classes of older adults. All of the classes found in the current study were also present in the Swedish community sample (below we discuss the one discrepant class): specifically, the "Mild Distress with No Active Ideation," "High Distress with No Ideation," "Mild Distress with Suicide Ideation," and "High Distress with Suicide Ideation". Two congruencies are notable. First, the Mild Distress with No Active Ideation class did include a significant proportion of individuals with thoughts that life was not worth living (past year for the current sample, 6%; and lifetime for the Swedish sample, 10%). Thus, larger, representative samples are needed to: (1) better estimate the prevalence of passive SI without active SI; (2) estimate the prevalence and prognostic significance of thoughts that life is not worth living in the absence of desire for death; and (3) to more precisely determine the levels of depressive and anxious symptomatology that are associated with thoughts that life is not worth living and desire for death. Second, it is notable that the Mild Distress with Suicide Ideation class was found in both samples-a community-based sample in Sweden and a sample seeking aging services in the United States. These individuals reported recent passive or active SI with more remote histories of active SI in the absence of high levels of psychological distress. The final group of older adults found in the Swedish sample was not detected in the current sample. This group of older adults reported high psychological distress (in the form of depressive and anxious symptoms), current "fleeting" passive/active SI, lifetime histories of thoughts that life was not worth living and desire for death, but without histories of active SI. In addition to possible cultural differences between Swedes in the 1990s and a recent sample of U.S. older adults, methodological differences between the studies may account for the differences in class structure that we found. Specifically, the Swedish sample was somewhat larger and older (i.e., all aged 85 years) than our sample. The Swedish elders were sampled from the community whereas ours were care management clients of a community-based aging services agency; and the measures of current/recent SI differed (the time frame for past ideation was lifetime in the Swedish study whereas it was past year for the current sample). Examining lifetime SI may have allowed for a more sensitive analysis in the Swedish sample and enabled the detection of an additional class of older adults. However, despite methodological and cultural differences, the conclusions that can be drawn from these two data sets regarding passive SI are strikingly similar: namely, that desire for death in older adults appears to be endorsed most often in the presence of significant risk factors for suicide-either active SI or clinically significant depression.
The results of our study call into question the hypothesis that normative developmental changes associated with aging (e.g., changes in time perspective) in and of themselves are associated with desire for death in nonsuicidal older adults experiencing stressors. Instead, our results raise the question of whether additional vulnerabilities (e.g., problems with executive control or hypothalamic pituitary axis regulation associated with emotion dysregulation) might explain why a subpopulation of older adults does not adapt to the stressors common in late life (Charles, 2010; Mather, 2012) and in response, develops the desire for death. Additional research on the potential prognostic and clinical differences between thoughts that life is not worth living and desire for death is needed. Clinically, these results suggest that older adults who express the desire for death are likely experiencing significant distress that requires treatment, because desire for death is likely not a normal (or benign) reaction to the stressors of growing older. Thoughts that life is not worth living, if not coupled with moderate to severe depression, might, however, represent a less pernicious indicator of dissatisfaction with life. This possibility dovetails with a recent qualitative study examining the experience of subsyndromal depression in later life (Ludvigsson, Milberg, Marcusson, & Wressle, 2014) , which suggested that in some older adults, the state of subsyndromal depression "could represent aspects of normal aging, rather than a pathology that demands treatment" (p. 7). It may be, that in some older adults, dissatisfaction with life is an aspect of subsyndromal depression that may not elevate suicide risk or require intervention.
Limiting our capability to distinguish between those reporting passive SI from those reporting active SI (if such a distinction exists) is the nature of the SI item on the PHQ-9. This item asks about the presence of passive or active suicidal ideation in the past 2 weeks without prompts to clarify which form of ideation was present. Thus, regarding current/recent presentations, we were unable to distinguish between current passive and active SI. We did, however, utilize our study's risk assessment protocol to ascertain the proportion of class members who endorsed active versus passive ideation on the PHQ-9; given that this was not a formal component of the PHQ-9, we did not include this distinction as an additional indicator in the LCA. Our sample was limited by the fact that very few participants could be classified as "non-distressed" thus potentially limiting our capability to detect a nondistressed class characterized by passive ideation. Instead, the norm in our sample was elevated depressive and anxious symptomatology, thus we would be unable to detect the presence of a group of nondistressed older adults with passive SI if one exists. Our data set was also limited by the lack of a follow-up period, thus we were unable to examine the prognostic value of class identification. Another limitation is that the data were collected in-person and research participants may have been hesitant to endorse thoughts of death or suicide to research personnel. Finally, as with any study examining death/SI, the degree to which these constructs are ultimately associated with death by suicide is not known.
Despite these limitations, our results build upon previous studies that examine the nature of thoughts of death in older adults and suggest that desire for death or the belief that life is not worth living in this population are a signal for dissatisfaction with life that do not reflect normative adjustments to the aging process. Longitudinal research following older adults who report desire for death or the belief that life is not worth living is warranted to determine if they are at increased risk for suicide attempts or deaths. In particular, additional examination of older adults who report passive SI in the absence of highly elevated depression scores is needed to determine if this group of older adults might benefit from intervention. Finally, further research is needed to determine what kinds of thoughts about death-if any-can be considered normative (or benign) and not indicators of suicide risk in later life. For example, thinking about one's death in order to be adequately prepared may serve a psychologically distinct function from thinking that life is not worth living or wishing for one's death. The former may represent active efforts to cope with this stage of life and thereby could reflect the presence of efforts at "preparation for future care" needs (Sörensen, Mak, Chapman, Duberstein, & Lyness, 2012) while the latter may represent dissatisfaction with life and difficulties with emotion regulation.
Finally, our results indicating that desire for death or the belief that life is not worth living are likely indicators of dissatisfaction with life, point to a pertinent clinical implication: it is important for clinicians working with older adults dealing with end-stage illness to not assume that it is normative to desire death, and thus withhold treatments for depression or suicide risk. Depression and other risk factors for suicide, such as feeling like a burden, can be effectively treated in later life, with approaches such as problem-solving therapy (Arean, Hegel, Vannoy, Fan, & Unuzter, 2008) and reminiscence therapy (Scogin, Welsh, Hanson, Stump, & Coates, 2005) . Psychological treatments have also been developed to specifically address end of life issues, including dignity psychotherapy (Chochinov, 2002) , which specifically targets issues common to end-stage illness such as feeling like a burden and loss of independence, by helping foster meaning in life through the description of a personal legacy.
